INTRODUCTION
The management of symptomatic gallstones has undergone a remarkable change in the past 18 months. The first cholecystectomy was performed by Langenuch ' in 1882 and is still the 'gold standard' method for dealing with the diseased gallbladder. Alternative treatments which have been advocated recently for gallstones include dissolution therapy,2,3 extracorporeal shockwave lithotripsy,4'5 percutaneous cholecystectomy6 and cholecystolithotomy.7 All of these techniques, however, leave the gallbladder in situ with the possibility of stone recurrence. Laparoscopic cholecystectomy was attempted in 50 consecutive patients and was successfully completed in 47 cases. Three patients (6%) were opened and following aspiration of bile, the stone is crushed by an instrument placed inside the gallbladder. Alternatively, the incision can be enlarged slightly using a grooved director and a scalpel and the gallbladder removed. The gallbladder bed is inspected for haemostasis, irrigated with saline and if necessary a drain may be placed.
RESULTS
Laparoscopic cholecystectomy was successful in 47 patients. Of the three failures, one had dense intra -abdominal adhesions, one had a very fibrosed gallbladder and in one patient it was not possible to create a pneumoperitoneum due to obesity. Operative time varied from 20 to 195 mins (Table 1 ). In six patients trauma to the gallbladder resulted in bile leakage. A subhepatic suction drain was inserted in four patients. In one patient the gallbladder perforated when it was being removed from the abdomen and a large gallstone slipped back into the peritoneal cavity. The sub-umbilical incision was extended and the stone was removed manually. Blood loss in all procedures was minimal. Wound problems were confined to bruising around the trocar sites. Oxygen saturation fell in one patient following induction of anaesthesia and during the operation. The cause for this was unknown but it was felt to be related to the laparoscopic procedure. Otherwise we did not identify any significant pulmonary complications. Three patients complained of shoulder pain up to 24 hours postoperatively. One patient developed chest pain two days postoperatively and required treatment for unstable angina. There was one death, a 68-year-old female who had a difficult operation due to adhesions of the omentum and transverse colon to the gallbladder. She developed septicaemia due to a large subphrenic and subhepatic collection of fluid. Approximately one litre of bile and blood was aspirated under ultrasound control three days postoperatively. She was treated with metronidazole, ceftoaxime, and gentamicin intravenously, but her condition gradually deteriorated and she died two days later. At autopsy, there was no evidence of damage to ananatomical structure including the bile ducts, hepatic ducts or cystic artery. Forty -four patients received intravenous crystalloid solutions for one postoperative night, two patients for 48 hrs and one patient for five days (subsequently died). Hospital stay was compared to the last 50 open cholecystectomies carried out by the same surgical team. This was shorter in the laparoscopic cholecystectomy group, mean 4 2 days (range 3 -10 days), compared to the open cholecystectomy group, mean 8-0 days (range 3-18 days) ( Table I1 ). The patient in whom oxygen saturation fell remained in hospital for seven days and the patient with unstable angina stayed nine days. Intramuscular postoperative analgesic requirement was as shown (Table 111 ). The patient who developed the subphrenic fluid collection and subsequently died had seven injections of morphine/cyclizine followed by intravenous morphine infusion. Most patients took simple nonnarcotic analgesia up to discharge. 
